Qé MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 00510 ? T

0\ DEPARTMENT OF PUBLIC HEALTH AND WELFAR . 100 - s
DO NGT WRITE AMENDED Registration District No. _________— " Primory Regiatration District No. % W2} __3_____,,““,,“.. No. __1295 3. . A FILE NumeeR
ON THIS 5TUB EIEDy AT 81984 ¥
1. PLACE OF DEATH 2. USUAL RESIDENCE [Where deceasad llved. f]If instijution: Resicdence before
. COUNTY .
V§ 300 a 8 8. STATEMi ssourl b. COUNTY i - admission}
Rev. 4/59 % b. CITY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY X inside Limits
wi OR
2 10N St., Louls 1owy Bellefontaine Neighbors|vem neno
'I n n - - = - ’ ) ) n
. E c. P:JJO;%!:?{E?Z%EF {If NOT in hospital, give location) Inside Limits d. :IERDEREETSS (f cunide, give location) Retide on Farm
240 0 IS DePaul Hospital Yes @ NoD) 10169 Cabot Drive Yoo O Nowd
a3 ?/ 3. NAME OF DECEASED Firat Middle Last 4. DATE Menth Day Year
{Type or print) OF
A / LOUISA MILLERBAUGH DEATH Dec. 27th, 1963
5. SEX 6. COLOR OR RACE 7. Married [ Never Married [J |8. DATE OF BIRTH | ¥ AGE {last birthday) | IF UNDER | YEAR IF UNDER 24 HR
5 ’2 FEmale Nhite W-duwedg Oiverced [] 12=1 l.|-1 871 g2 Monlhsl Days I Hours Min.
I S— 10a. USUAL OCCUPATION (Glve kind of work done { 106, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [Cily and state or country} | 12. CITIZEN OF WHAT COUNTRY
& W during most of warking life, even if retired) a
b Housewlfe Home Rush Tower, Mo, U.5.A. -~
g j o 130, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE -
= -
" e Jahn Barsotti Mary Noce Deceased. s
Z 2 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 8. SOCIAL SECURITY NO. | 17. {NFORMANT Address 7
{Yes, no, or unknown)| [If ye1, give war or dates of servi J’
9 w no none Mrs, F. D. Chilcott 10169/Cabot Dr.
—_— — 18. CAUSE OF DEATH (Enter only one cause Tinekoasr oy 1oy ona o
10 < z PART |. DEATH WAS CAUSED BY: T o ° ONEET AND DeRTH
a o g IMMEDIATE CAUSE (s) AN Y&L
1 QO 3 .
29 o) < o N/ & :
12 r? e [ a Conditions, If any,]  DME TO (b} ALY PR
e I w4 . which gave rise to
z[2 B e ey #2200
— alym [.] L] -
13 = I!yin.gg:nuseu Iaeu. DUE TO {c) B ’
% Zz PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal PART IIl. H deceased was female  wa
5 :_:_’ disaass condition given in PART | (a} ere a pregnansyd‘n' last 90 day
w
?E § ||:|qu ] Z’E: [DUnknow
"‘E‘ = | 75 Was AUTOPSY | 20a. ACCIDENT _ SUICIDE  HOMICIDE 70b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
P x PERFORMED? [m] [} )
= O YES NO O
< 3 |“moTmior e Month, Day, Year |
Z = 2 iNJORY  am.
x 9 E pm
4 ] 20d. INJURY QCCURRED Z0e. PLACE OF INJURY {e.0., in or about heme, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
] WHILE AT WORK [J farm, facrory, street, office bldg., ote.}
5 NOT WHILE AT WCRK [J L
s & 2 ~ d ner o
5 [ o 21. | anended the decensed from v 8 10, and last saw i alive on
m o a H’ﬁp m the date stated abova, and to the best of my knowledge, from the cayses stated.
w = = =
g =.|_ 8 6 Degree or ti J 1 22b. ADDRESS 22¢, DATE SIGN
2N-{RRN: Lee rid /390 Oy f 2>
i b. DATE v 23c. NAME OF FM?’ERY OR CREMATORY 23d. LOCATION City, thwn, or county) (State)
] a
Z i 12-30-63 Sacr E' Dcemat%svbcm G. | 2 STRA| 1 TYRI )
< | 24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY L REG. | 26. [
5 N DEC 30 1963 /7.8
e = [JOHN STYGAR B SON 5541 Riverview Blvd. . - ¥

{Licensed Embalmer’s Statement on Revarse Side)
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STATEMENT BY LICENSED EMBALMER

[N

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

-

or by - Sfu&enf Embalmer No.__

working under my personal supervision. /é;b% -
Student Signed /_W
Signature of Student Embalmer —" / ) .
' o
Licensed Embalmer NoF:-? ?GJ

P. O. Addressﬁm '

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. ) ’
If this body is not embalmed, fact should be so stated above.
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